What is referred to as the "A-B" therapist variable has been extensively studied as a possible predictor of therapist effectiveness in psychotherapy. We reviewed the clinical studies of Whitehorn and Betz and other authors and found several factors which cast doubt on the validity of the hypothesis that type A therapists are more effective with schizophrenic patients. Methodological weaknesses, such as the use of many different noncongruent scales for categorization of therapists and impressionistic global ratings as measures of outcome, accounted for some of the confusion in data interpretation. Several studies not only did not confirm the hypothesis but also yielded contradictory results. There seemed to be a tendency of some investigators to interpret their findings so as to amend, rather than refute, the A-B hypothesis.
We studied three measures of the A-B variable for a group of psychiatric residents and psychology interns who treated psychiatric inpatients with psychotherapy. These and several other therapist variables were correlated with independent measures of improvement scored on four-factor, analytically based summary symptom scales.
For all the items studied, there were no more statistically significant correlations than would have been expected by chance alone. There were no significant correlations between the three A-B measures of improvement either for the schizophrenic patients only or for the total group of patients. Only two A-B variables had correlations of any magnitude with improvement measures and both were in the opposite direction from the expected. This study adds weight to the other evidence presented that the A-B scale is not useful in attempting to account for therapists' effectiveness in the treatment of schizophrenic patients.
In recent years there have been increasing efforts to determine which therapist-patient treatment variables are associated with good outcome in psychotherapy. In 1954 Whitehorn and Betz studied two groups of therapists who differed in their effectiveness in treating hospitalized schizophrenics with psychotherapy. One group, called the type A therapists, had obtained "improvement rates" of 75 per cent while the other group, called the type B therapists, had obtained rates of only 27 per cent (20) . They found that the two therapist types differed in interest patterns as reflected in scores on the Strong Vocational Inventory Blank (SVIB) (22) . Type A therapists had interest patterns characteristic of lawyers and accountants while B therapists had interest patterns 276 -A-B VARIABLE 277 characteristic of printers and mathematics and physical science teachers. They also reported significant differences between 15 type A and 11 type B therapists on 23 of the 400 SVIB items (22) .
Since the original studies of Whitehorn and Betz, numerous investigators have tried to relate different aspects of these interest patterns, which we shall call the A-B phenomenon, not only to outcome in psychotherapy and other forms of psychiatric treatment, but also to various treatment process variables. However, despite numerous research studies on the A-B phenomenon and several review articles of this research (8, 9, 11, 16) , it is still not clear whether the phenomenon possesses the predictive validity originally claimed. This paper will both critically review some of the previous research on the A-B phenomenon and report a study of its predictive validity utilizing independent, standardized measures for assessment of patient change, a feature absent in most of the previous studies.
BRIEF REVIEW OF PREVIOUS WORK IN THIS AREA
Studies by W kite horn and Be tz : The series reported by Whitehorn and Betz following their initial study (1) (2) (3) (4) (5) (6) (7) (20) (21) (22) (23) are open to a number of criticisms and have been reviewed elsewhere (9, 14, 16, 19) . It is often difficult to know whether Whitehorn and Betz were reporting new data, re-reporting old data, or enlarging sample sizes with new patients. If a method of distinguishing A's from B's has been developed using a particular therapist and patient sample, one cannot logically use that same sample to validate the hypothesis. Stephens and Astrup (19) pointed out that in one study of Betz (4) , in which she reported data "confirmatory" of the original hypothesis, 73 of the 93 patients in that study were from the original group used to derive the A-B scales.
When Betz (4) attempted to cross-validate the original finding in another hospital with different therapists and patients using the scores on the SVIB for categorizing therapists, she reported improvement rates of 60 and 49 per cent for A and B therapists, respectively. She concluded that these results were statistically significant using an N of 336, which was the number of patients.
However, since the variable being studied is a therapist variable, the N should have been 22, the number of therapists. Using the correct N and the correct significance tests, the difference between improvement rates is likely to be nonsignificant. Since only summary data were presented in the article, the correct significance level cannot be calculated.
At least seven different methods for categorizing therapists as A or B were used. As May pointed out in his brief but cogent review of the subject (14) , there was apparently little recognition that A's and B's designated by one method may not be the same as A's and B's selected by another method.
Finally, the criterion measures of improvement were impressionistic global ratings made by the senior resident at the time of discharge using information from many sources, including judgments by the therapist which were recorded in the case record. Without the assessment of improvement being independent of the therapists' judgment, it is impossible to know whether the reported differences might not be due to differences in the way A and B therapists describe their patients, rather than actual differences in patient outcomes.
Other (19) reported a 4-to 14-year follow-up for 236 patients, 98 of whom were the original patients used by Whitehorn and Betz to derive the A-B scale. Using four different methods for scoring the A-B scale and using both discharge as well as follow-up status as criterion measures, no significant relationship was found between outcome and A-B classification of the therapists.
In 1967, Draper (10) reported a study in which 28 interns serving on an emergency psychiatric inpatient service were dichotomized into the 14 that had the highest and the 14 that had the lowest discharge rates for schizophrenic patients. The interns with the high discharge rates had SVIB interest patterns similar to B type therapists. The authors suggested that one reason for this discrepancy from the findings of Whitehorn and Betz is that the patient population and, consequently, the treatment goals differed markedly for the two groups.
Shader et al. (17) recently reported a study involving a small group of chronic schizophrenics treated by 12 experienced, analytically oriented senior staff psychiatrists. After 2 years of treatment, there were no significant differences in improvement in patients treated by A or B therapists. In the same paper they reported the results of another study of acute schizophrenics treated by 1st year psychiatric residents. In this study the A therapists obtained significantly more improvement in the patients receiving Mellaril and less improvement with patients receiving placebo, as compared with the B therapists.
PROBLEMS WITH CLASSIFYING THERAPIST ON THE A-B DIMENSION
An additional source of confusion in this area is created by the numerous ways of using the SVIB for categorizing therapists on the A-B dimension. In a recent article by Kemp and Stephens (12) , aptly titled "Which AB Scale? A Comparative Analysis of Several Versions," nine different procedures for classifying therapists which have been used in previous research were contrasted. Unfortunately, there are several other methods for scoring the A-B scale which have also been used but which were not included. To make matters worse, whatever the scoring system used, investigators have varied in whether they dichotomized their group of therapists, picked only high scoring A or B types while omitting the intermediary therapists, or correlated each measure separately against the criterion variables. The result of the variability in scoring is that, as Stephens and Astrup (19) found, many therapists classified as A or B in one study, by one method, may not be classified the same way in another study which uses a different method.
DESCRIPTION OF THIS STUDY

Selection of therapists:
This study was conducted at the New York State Psychiatric Institute, which has a tradition of offering psychoanalytically oriented psychotherapy for psychiatric inpatients. Patients selected for this study were from the General Clinical Service and the Washington Heights Community Service. During the years 1967, 1968, and 1969, 41 therapists treated patients on these two services. All of them completed the 23-item WhitehornBetz A-B scale, but only 36 of these therapists were used because 5 of the therapists had no patients who met the study criteria. Of the 36, 5 were psychology interns, 6 were 3rd year psychiatric residents, and the re-maining 25 were 2nd year psychiatric residents.
Selection of patients:
All new admissions to the services were screened to exclude patients outside the age range of 16 to 60. In addition, patients with a diagnosis of organic brain syndrome, mental retardation, alcoholism, drug dependence, or antisocial personality were excluded, as these groups have generally not been included in previous work with the A-B phenomenon. A few patients were excluded because initial evaluation data were not obtained. Eighty-four admissions passed this initial screening.
On admission these 84 patients had been assigned to therapists, with minor exceptions, by rotation. A research interviewer spoke to the assigned therapist 1 month after the patient's admission to the hospital to determine if the patient had received our operational definition of "psychotherapy": individual sessions at least once a week for a total of at least 45 minutes per week during the intervening month. Of the 84 admissions who passed the initial screening, 66 met this criterion and were included in the study for a I-month follow-up evaluation. Fifty-five of these patients fulfilled the same criterion at the 3-month follow-up period. Twenty-eight of the original 36 therapists had patients who were included in the 3-month follow-up. The most common reasons for patients in the original group of 84 not being included at either the 1-or 3-month follow-up were: transfer to another therapist (to avoid the problem of different A-B scale scores for the two therapists), the patient not receiving sufficient contact (to avoid including patients whose contact with their therapist was so minimal that it did not justify being considered psychotherapy), or the patient was no longer in therapy.
Data collected for each therapist:
In addition to the A-B scale, information was collected on other therapist variables, some of which were thought to possibly be related to psychotherapeutic outcome. These included: age, sex, years of training, self-defined therapeutic orientation, and whether or not he had been in psychoanalysis.
After the data collection was completed, an attempt was made to obtain supervisors' ratings of competence for all of the therapists. One therapist refused to sign a release, and we were unable to contact 3 other therapists to ask for a release. Therefore, supervisors' ratings were available on only 32 therapists. The characteristics of the therapists are summarized in Table 1 .
Data collected for each patient on admission: All patients were routinely evaluated on admission with the Psychiatric Status Schedule (PSS) (18) . This instrument is designed for the evaluation of social and role functioning, as well as mental status of patients or nonpatients using data collected by interviewing the subject with a structured interview schedule. The judgments of psychopathology are recorded in 321 dichotomous items. Reliability and validity data on this instrument, as well as a detailed description of the scoring system, are presented elsewhere (18) . In addition to various scales reflecting specific dimensions of psychopathology, the PSS is scored to obtain four factor-analytically based summary symptom scales: subj ective distress, behavioral disturbance, impulse control disturbance, and reality testing disturbance. The initial admission evaluations for the patients were done within 48 hours of admission by a research assistant who had no knowledge of any therapists' characteristics.
Information on the demographic characteristics of each patient was collected by a psychiatric social worker or case aide and is summarized in Table 2 for the 66 patients who were included in the I-month follow-up.
Data collected at 1 and 3 months: At the time of the 1-and 3-month follow-up evaluations, the patients were interviewed with the PSS. At 1 month the therapist was asked to rate how well he liked the patient (from strong dislike to strong liking) and his expectations for the patient (from strongly DATA AKALYSIS
Scoring of the A-R scale:
The A-B scale was scored in two different ways. Using the pessimistic to strongly optimistic). Both judgments were recorded on 5-point scales.
In addition, at both 1 and 3 months, information was collected on the number of individual hours of psychotherapy given each patient and whether or not psychotropic medication was prescribed for each patient. The average number of hours of psychotherapy during the first month was 7.5 and during the entire 3 months 18.3. Drugs had been prescribed for 70 per cent of the patients at the I-month evaluation and 80 per cent of the patients at the 3-month evaluation. (13) with a range of 0 to 15, the higher score being in the direction of "B-ness." Table 3 shows the distribution of scores for the 36 therapists. There was considerable variability among the therapists. Based on previous research which suggests that the A-B variable may not be a single Tables 4 and 5 show the initial 1-and 3-month PSS summary scale scores for the therapists' average patients. The PSS scale scores were standardized on a group of newly admitted psychiatric inpatients with a mean of 50 and a standard deviation of 10.
The patients in this study were found to have scores on subjective distress which are virtually identical with those of the standardization population. They had somewhat lower scores on behavioral disturbance and reality testing disturbance, as would be expected because of the screening procedures which eliminated certain diagnostic groups was calculated by using the average of the admission scores for a given therapist's patients and comparing this with the average scores for the 1-and 3-month evaluations.
Thus, for each of the 36 therapists at 1 month and the 28 therapists at 3 months, a regressed change score was available either for his individual patient, if he only treated one, or his "average" patient if he treated more than one. Hereafter, these scores are referred to as therapists' change scores. 
Scoring of the Psychiatric Status Schedule:
The initial 1-and 3-month PSS evaluations were scored to obtain summary scale scores. No score was calculated for impulse control disturbance because the initial screening (i.e., excluding drug addicts, alcoholics) resulted in insufficient variability among the subjects on admission. Improvement was measured for each patient as has generally been done in previous studies of the A-B phenomenon. However, since the A-B variable is a therapist variable, we also calculated the improvement of each therapist's "average" patient. As a measure of improvement for an individual patient, a regressed change score, which takes into account the pre-and post-PSS scores as well as the correlation between them, was calculated for the summary scales subjective distress, behavioral disturbance, and reality testing disturbance for each patient for each follow-up evaluation.
For those therapists who had only one patient, their "average" change score was the regressed change score for that case. For those therapists who treated more than one patient at either of the follow-up evaluations, an average regressed change score for that therapist for that evaluation period and those patients not receiving psychotherapy as defined in this study.
On the average, the therapist's "average" patient improved on all three dimensions at both follow-up periods. However, the range of improvement for individual patients and for individual therapists varied considerably, with some patients deteriorating.
Correlations between therapist variables and measures of improvement:
The data were first analyzed in a manner similar to that of previous studies. Correlations between therapist variables and individual patient measures of improvement were calculated for the entire group and for the schizophrenic patients (Table 6 ). Using the number of patients as the N, only 4 of the 122 correlations between therapist variables and individual patient measures of improvement are statistically significant at the .05 level, no more than would be expected by chance alone. The 1 correlation approaching statistical significance between therapist expectation and improvement on reality testing at the 3-month evaluation was in the opposite direction from that expected. That is, in this study the more optimistic the therapist, the less improvement shown (Table 7).
There are no significant correlations between the three measures of the A-B variable and measures of improvement for either the schizophrenic patients only, the total group of patients, or the therapist's "average" patient. Only two of the A-B variables have a correlation with an improvement measure for the average patient of any magnitude (both nonsignificant), and they are also in the opposite direction from that expected. That is, in this study the higher the A score, the less improvement at I month on subjective distress and at 3 months on behavioral disturbance.
lntercorrelations of therapist variables: An examination of the intercorrelations between the measures of the A-B variable, supervisors' ratings of competence, having had some personal psychoanalysis, and prescribing drugs shows either no relationship or relationships which are in the opposite direction from that generally expected (Table 8). For example, therapists with high B scores were more apt to have had psychoanalysis and were less apt to prescribe drugs. Similarly, the supervisors rated therapists with high A scores as less competent.
DISCCSSION
There are a number of limitations to this study. First of all, the follow-up periods were brief. Longer treatment might have resulted in positive findings. However, there was no tendency for such a trend from the I-month to the 3-month evaluations. In this study, as in all naturalistic studies of psychotherapy, therapists and patients actively There was only one instrument used as an outcome criterion, a standardized psychiatric assessment procedure which relied exclusively on interview data. Ideally, studies of outcome should use multiple sources of information such as reports of relatives or, in the case of hospitalized patients, ward personnel. One can maintain that some hypothetical variable, such as "self realization ," is critical to psychotherapy and was not assessed in this study. However, we believe that the dimensions tapped by the PSS are appropriate for evaluating the kind of patients described in this study, whether 
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A crucial difference between the initial and later studies is the advent of psychopharmacological treatment. It may be that personality characteristics, as reflected in the 23 SVIB items, have some predictive value only in the absence of a strong drug effect. We do not know what would have happened had the choice of drugs and the use of drugs been relatively uniform for all therapists in this study. However, Shader et ai. (17) recently found that the type B therapists actually did better with the schizophrenics who were receiving placebo.
A possible explanation for the negative results in this and in other studies is that the Driginal findings were an artifact due to the absence of rigorous methodological controls, particularly in the selection of the 23 items. The persistence of the A-B hypothesis in spite of negative results seems to us partially based upon investigators' tendency to interpret their negative findings in a manner so as to amend, rather than refute, the A -B hypothesis (8, 10, 11, 17) . The reader who wishes to review the many papers reporting and discussing the A-B phenomenon will be well advised to look at the actual results of the studies and place less emphasis on the interpretations given. This study adds weight to the other evidence presented that the A-B scale is not useful in attempting to account for therapists' effectiveness in treating schizophrenic patients with psychotherapy.
In light of the change in the treatment of schizophrenic patients wrought by the ataraxic drugs, an exact critical test of the hypothesis by replication is probably impossible. Nevertheless, if, as the study suggests, the A-B phenomenon is not operative when schizophrenic patients are treated with modern techniques utilizing ataraxic drugs, there seems little reason for its further study.
